We present a retrospective analysis of 684 patients operated on for a herniated lumbar intervertebral disc. Of the 87 patients with a failed back syndrome, 12 were confirmed to have tuberculous infection of the same disc interval. These patients responded satisfactorily to bracing and a short course of anti-tubercular chemotherapy. Histopathological confirmation of the disease was obtained by CT guided biopsy, and only a few of the patients required repeat surgery. This study highlights one of the atypical presentations of tuberculosis of the spine as a herniated lumbar intervertebral disc and a cause of a failed back syndrome.
Introduction
Tuberculous infection of the spine is still very common in developing countries. The spectrum of the disease has changed over the years, and its incidence is on the rise in the Western world due to immigration and the advent of AIDS. The typical paradiscal involvement is readily recognised and treated.
Certain atypical manifestations have also been reported where the diagnosis and treatment is delayed due to lack of awareness of the condition. The presentation of tuberculosis of the spine as a herniated lumbar intervertebral disc and a cause of the failed back syndrome is one such atypical manifestation.
Material and methods
A retrospective analysis of 684 patients subjected to surgery for a herniated lumbar intervertebral disc treated in our Institute over the 10 years, 1982 -199 1 was carried out with an average followup of 3 years.
There were 87 patients with the failed back syndrome, of which 12 were confirmed to have tuberculosis of the spine involving the operated disc interval.
All patients in this study had presented with classical symptoms and signs resulting from a herniated lumbar intervertebral disc with variable neurology. Plain radiographs of the lumbosacral spine performed at the initial assessment did not show any significant change (Figure la) .
They were subjected to supervised conservative treatment for a herniated lumbar intervertebral disc, in the form of bed rest, traction and analgesics. At surgery the involved disc was excised and in no instance did we notice granulomatous or caseous material. We did not routinely subject the excised disc to histopathology.
Observations
All of the 12 patients in the study had prompt relief of symptoms after surgery but returned with a relapse of symptoms within 4-6 weeks. They were treated with spinal bracing and analgesics. In view of the poor response with this line of treatment, they were investigated with the following possibilities in mind (a) Postoperative disc infection (b) Technical failure, (c) Postoperative spinal instability.
There was no significant change in the haematolo gical profile or any evidence suggestive of pyogenic disc infection on haematological study. There was no evidence of instability in the postoperative radiographs but these Xrays revealed classical changes of para discal tuberculosis at the operated disc level (Figure  1 c) . There was reduction in the height of the involved disc interval with destruction of the adjoining surfaces of the vertebral body.
The tuberculous etiology was confirmed in eight of the patients by CT guided biopsy. In four patients, re exploration and curretage of the lesion was performed for persistent neurological changes and the diagnosis was confirmed by histopathology.
All of the patients responded well to subsequent spinal bracing and a full course of anti-tubercular chemotherapy.
With this experience in mind, we have been careful in assessing patients who have a herniated lumbar intervertebral disc, who do not respond to adequate conservative treatment. In addition to the 12 patients in this study, in 6 patients we have been successful in detecting early tubercular lesions by a CT scan followed by CT guided biopsy (Figure 2a and b) . The role of the CT scan and MRI scan has been addressed by many workers.
Discussion
6 -12 MRI scans have been proved to be useful in the early detection of disc interval infection. 13 In the few patients in this study, where an MRI scan was done to confirm the presence of a herniated intervertebral disc prior to surgery, no changes suggestive of a disc interval infection were seen.
Mondal presented a study of 38 patients of vertebral tuberculosis where the diagnosis was con firmed in 34 by a fine needle aspiration cytology monitored with computed tomography. 14
Conclusions
This study highlights one of the atypical presentations of tuberculosis of the spine as a herniated lumbar intervertebral disc, and a cause of the failed back syndrome. We stress the importance of histopatholo gical confirmation of the disease using a less invasive procedure such as a CT guided biopsy especially in patients presenting with atypical features, patients with a herniated lumbar intervertebral disc who do not respond to conservative treatment and patients with a failed back syndrome. A high index of suspicion and early detection by CT guided biopsy helps to avoid unnecessary surgery in these patients.
